Maternal mortality in Nepal is estimated to be around 540 deaths per 100,000 births. 1 One major factor is low use of maternal health care, despite government efforts to improve services, including an expanded network of rural clinics and the training of auxiliary nurse midwives. 2 Fewer than 40% of women receive any antenatal care from a trained provider, and fewer than 10% of births take place in a health facility. 3 In seeking to explain these low levels of health care use, most research has focused on the provision and geographic accessibility of services. However, no studies have looked at how sociocultural factors, such as inequitable gender roles and women' s position within the household, have influenced use of services.
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Earlier work in South Asia has suggested various ways in which gender roles and relations may operate to restrict women' s access to health care during pregnancy and at the time of delivery. These include heightened restrictions on women' s movement because the pregnant state is considered "shameful," young women' s lack of say within the family and the fact that pregnancy-related knowledge and decision-making authority are commonly vested in older women, young women' s lack of influence over material resources, and the exclusion of men, who are often the primary decision makers in the use of material resources, from the "polluting" event of childbirth. 4 In addition, a growing body of literature has explored the links between indicators of women' s household position and contraceptive use in South Asia. 5 However, little of this research has examined whether and how dimensions of women' s position are related to their use of maternal health care services.
It is widely asserted that increased gender equality is a prerequisite for achieving improvements in maternal health. The Programme of Action adopted at the 1994 International Conference on Population and Development claimed that "improving the status of women also enhances their decision-making capacity at all levels in all spheres of life, especially in the area of sexuality and reproduction." 6 In Nepal, the low social status of women has been identified as a hindrance to progress toward national health and population policy targets. 7 Although it seems reasonable to assume that greater equality within the household leads to higher use of maternal health care services, this factor has not been explored for Nepal. We know little about how intrahousehold relations constrain or facilitate access to health care, or about the dimensions of women' s position that are most critical for achieving increased use.
In this study, we examine the influence of four indicators of women' s household position on the receipt of skilled antenatal and delivery care: their involvement in decision making about their own health care and about large house-
Maternal Health Care Services
Primary maternal health care is provided by the government through health posts and sub-health posts (3,873), and through primary health care centers (191) . At the secondary level, there are district hospitals (67), and at the tertiary level, there are zonal hospitals (10), regional and central hospitals (10) and one specialized maternity hospital. The government currently considers the numbers of facilities offering specialized maternal, newborn and child health care to be adequate, but recognizes a need to strengthen capacity, especially in terms of quality of care and management of major obstetric complications. 13 The affordability of maternal care depends on the type of care and the level of the health facility. In the rural Banke district, for example, the cost of a vaginal delivery in a hospital ranges from 300 to 3,000 rupees (mean, 600 rupees, or US$11). 14 The cost of a cesarean delivery is much higher, between 1,000 and 13,000 rupees (mean, 5,360 rupees, or US$96). It is government policy to provide antenatal care free of charge, except for medicine.
METHODS
This study analyzes data from the 2001 Nepal Demographic and Health Survey (DHS), which employed a nationally representative sample of 8,400 ever-married women aged . The present analysis is restricted to the 4,695 women who were currently married and had given birth in the three years preceding the survey.
The study variables can be grouped into four categories: indicators of women' s household position, women' s social and demographic characteristics, their perceptions of the geographic and economic accessibility of maternal health care, and the receipt of skilled antenatal and delivery care.
Women's Household Position
Recent attempts to define the relationships between indicators of women' s social position and their reproductive health, particularly use of contraceptives, have identified a number of complexities. First, women' s position is multidimensional, and different dimensions commonly show diverse relationships with reproductive health outcomes. 15 Second, because these indicators may have different meanings in different sociocultural contexts, they must be carefully conceptualized, understood and interpreted. 16 In particular, a predominant focus on "autonomy" in the demographic and reproductive health literature has been criticized as inappropriate in the context of South Asia. 17 Third, contextual factors modulate the effect of individual characteristics, so the implications of particular indicators of women' s position may vary significantly between settings. 18 Drawing on these conceptual insights, we selected three dimensions of women' s position for which information was collected in the Nepal DHS: their participation in household decision making, whether they were employed and had influence over the use of their earnings, and whether they discussed family planning with their husbands.
Other reproductive health research in South Asia has considered women' s involvement in decision making to be an important aspect of their household position. 19 The 2001 survey asked women whether they were involved in decision making in four areas: the kinds of food to cook each day, daily household purchases, their own health care and large household purchases.
More than 80% of DHS respondents reported deciding what food to cook either alone or in conjunction with another family member. More than 40% of women reported being involved in decisions on daily household purchases. These data are indicative of women' s influence over routine household activities. In contrast, women' s participation in decisions on their own health care and on large purchases was less common. Therefore, we focused on these two decision-making variables, for which we created the dichotomous categories of "involved in final decision (has the final say alone or jointly)" and "not involved in final decision (another individual has the final say)." In Nepal, there is a strong sense of family "togetherness" and individual identity is closely tied to the family, so decisions often involve complex ne-
Perception of the Accessibility of Care
The distance women must travel to health facilities and the availability of transport options can have a significant impact on appropriate and timely use, as can user fees and household economic status. 25 However, perceptions of acgotiations. 20 Measuring whether a woman is involved in the final decision making is therefore a more suitable measure than whether or not she is the sole decision maker.
Women' s economic dependency has long been understood to be a major factor in structuring inequalities between men and women. 21 Hence, control over financial resources is often considered a central dimension when measuring women' s household position. Getting access to maternal health care may require a financial outlay (for transportation, medicines and, in some cases, consultation), so we hypothesize that a woman' s ability to pay for these services with her own earnings is an important determinant of access. The DHS asked women four questions relating to employment and control over earnings: "Aside from your own housework, are you currently working?"; "Have you done any work in the past 12 months?"; "Are you paid in cash or kind for this work or are you not paid at all?"; and "Who mainly decides how the money you earn will be used?" Answers were categorized into a trichotomous variable: not working, working and had no control over earnings (including those who worked without earning any cash income), and working and had control over earnings. Women who were currently working or who had worked within the 12 months prior to the survey were considered to be working.
The closeness of the husband-wife bond and the degree of communication between spouses have also been suggested to be an important dimension of women' s household position, 22 because conjugal intimacy is generally discouraged in South Asia and the husband represents a direct avenue to household resources. The survey asked women how often they had talked to their husbands about family planning in the past year, and answers were dichotomized as never and once or more. Discussion of this topic obviously depends on a number of factors, including exposure to information on reproductive health and the desire for fertility control. However, because our sample consisted of women who had recently given birth, and because contraception is widely promoted in Nepal, 23 whether the couple had discussed family planning is likely to be a reasonable proxy for communication.
Social and Demographic Characteristics
A number of social and demographic characteristics were considered in the analysis, including women' s age and number of children ever born. Because community norms and values influence individual behavior, we also assessed the place of residence (urban or rural) and region of residence (Terai, hill or mountain). Education has been consistently related both to use of maternal and child health services and to positive health outcomes, though the routes of causation are not always clear. 24 We categorized women' s education levels as none, primary, and secondary or higher. Indicators of the household' s socioeconomic circumstances included husband' s education and occupation, as well as a computed index of socioeconomic status based on access to piped water and electricity and ownership of a radio. cessibility can be affected by sociocultural factors. To control for all of these factors, we assessed responses to the following question: "When you are sick and want to get medical advice or treatment, is each of the following a big problem, a small problem or not a problem for you? 1) distance to the health facility and 2) getting the money needed to go." Answers were dichotomized as a big problem versus a little problem or not a problem.
Use of Maternal Health Care
We assessed the outcome variables of receipt of skilled antenatal care (at least once during the last pregnancy) and receipt of skilled delivery care for the last birth. The definition of skilled personnel was based on World Health Organization guidelines and included obstetricians and gynecologists, general practitioners, medical officers (with five years of training), midwives and nurses (with three years of training) and auxiliary midwives (with 18 months of training). 26
Statistical Analysis
We first examined the bivariate relationships of women' s social and demographic variables and their perceptions of health care accessibility with the four indicators of their household position and with their use of skilled antenatal and delivery care. We then looked for potential bivariate associations between the indicators of women' s household position and the two health care outcomes. Next, multivariate logistic regression models were developed to identify associations between the indicators of women' s household position and their use of skilled maternal health care, as well as between women' s education level and use of care. Our models controlled for a series of variables, including age and number of children ever born, residence, education, socioeconomic status and accessibility of health care. The weighted and clustered nature of the sample was accounted for by using the svylogit command in Stata version 7. 27
RESULTS

Bivariate Analysis
•Social and demographic characteristics and household position. In all, 25% of women reported being involved in the final decision (either alone or with others) regarding their own health care, and 28% reported involvement in large household purchases (Table 1 , page 19). Although 84% of all respondents were working, the vast majority of these women (91%) had no influence over the use of earnings, most being unpaid agricultural workers (not shown). Only 7% of all women were working and had influence over how their earnings were spent. About half reported having discussed family planning with their husbands in the past year. Each of the four measures of women' s household position varied significantly according to social and demographic characteristics. The percentage of women involved in decision making on their own health care or on large purchases rose with increasing age, ranging from 9% for 15-19-yearolds to 33-38% for women aged 35 or older. The percentage of women who worked and had influence over how their earnings were spent increased with age up to 30-34 years (rising from 3% to 10%), but declined for the oldest agegroup. Discussion of family planning showed a different pattern, with the highest proportion of women reporting discussion being in the middle age-groups (53-56%). Findings for the number of children ever born were similar to those for women' s age: Women reporting only one child were significantly less likely to be involved in decision making women whose husbands had a secondary or higher education than among those whose spouses had no education or only primary schooling (60% vs. 42-51%). Husband' s occupation showed significant differences with all four indicators of women' s household position. Women whose husbands were unskilled workers were the least likely to report involvement in either type of decision making (21-25%), working and having influence over earnings (5%) and discussing family planning (50%). For the measure of socioeconomic status, women in high-status households were more likely than those in low-and middle-status households to report involvement in either type of decision making (43-46% vs. 25-31%), influence over use of their earnings (26% vs. 7%) and discussion of family planning (68% vs. 47-54%).
Women' s perceptions of the geographic and economic accessibility of maternal health care were associated with all four indicators of women' s household position, possibly reflecting the confounding influence of the socioeconomic variables. Women who characterized accessibility as a "big problem" were significantly less likely to report decision-making involvement, influence over use of their earnings or discussion of family planning.
•Social and demographic characteristics and maternal health care. Overall, the percentage of women receiving skilled maternal health care is low in Nepal, with 39% using antenatal care and 13% delivery care (Table 2) . Large disparities are evident across subgroups of women, although the patterns of use are similar for the two types of care.
The variables of women' s age and number of children ever born show similar trends of health care use. The proportion of women using skilled antenatal care and skilled delivery care fell from 49% and 20%, respectively, among 15-19-year-olds to 22% and 6%, respectively, among women aged 35 or older. Likewise, the proportion using these two types of care dropped from 56% and 27%, respectively, among women who had had one child to 19% and 4%, respectively, among those who had had six or more children.
As expected, higher proportions of urban women than of rural women received antenatal care (79% vs. 36%) and delivery care (53% vs. 10%). Differences in use across regions were also significant, with women living in the Terai being more likely than those living in the mountains or hills to receive antenatal (43% vs. 26-37%) or delivery care (15% vs. 5-13%).
Women' s education had a strong, positive association with the receipt of skilled care. The proportion of women using antenatal care and delivery care rose from 32% and 8%, respectively, among those with no education to 91% and 66%, respectively, among those with secondary or higher education, though there was a large differential between the two types of care. Husband' s education showed a similar pattern.
Receipt of skilled care also varied with husband' s occupation, with the proportion of women receiving such care being highest among those whose husbands were profesor to have influence over the use of their earnings than were women reporting two or more children.
Higher proportions of urban women than of rural women reported working and having influence over use of their earnings (19% vs. 6%), and having discussed family planning with their husbands (66% vs. 50%), though there were no differences between the groups in the measures of decision making. Region of residence, however, showed significant differences for all indicators except the discussion of family planning. Women who lived in the hills were the most likely to report involvement in decision making (30% for each measure). The proportions of hill and Terai residents who worked and had influence over earnings (7-8%) were similar; the proportion among mountain residents was much lower (3%).
Women' s education showed a positive association with all measures, though the patterns varied. Compared with women who had no education or only primary schooling, those with a secondary or higher education were more likely to report involvement in decisions on their health care (36% vs. 24-25%) and on large purchases (50% vs. 39-40%). In contrast, the proportion working and having influence over earnings and the proportion reporting discussion of family planning rose with each level of education.
Husband' s level of education showed fewer significant relationships. The proportion of women who worked and had influence over earnings was slightly (and significantly) higher among those whose husbands were better educated, though the proportion of women who did not work at all was also higher in these subgroups (not shown). The discussion of family planning was more common among sional or skilled workers. Particularly large differentials were found according to socioeconomic status. Women in highstatus households were more likely than those in low-and middle-status households to use either antenatal care (90% vs. 29-45%) or delivery care (62% vs. 6-18%).
Receipt of services was also associated with their perceived accessibility. Women who reported that geographic or economic accessibility was a "big problem" were significantly less likely to receive skilled maternal health care, especially during delivery.
•Household position and maternal health care. Our bivariate analysis examining the relationship between the indicators of women' s household position and the receipt of skilled maternal health care (Table 3 , page 21) revealed that women' s involvement in decision making for their own health care was not associated with the use of skilled antenatal care; this indicator did show an association with skilled delivery care, but the differential was small.
In contrast, the variable of employment and influence over earnings showed significant differences for both antenatal and delivery care. Women who worked and had no influence over earnings were the least likely to have received either type of care (33% and 9%, respectively), whereas levels of use were much higher among nonworkers (58% and 29%) and women who worked and had influence over earnings (59% and 26%).
The remaining indicator of women' s household positiondiscussing family planning-also showed significant differences in health care use. Forty-six percent of women who had discussed family planning at least once received antenatal care and 17% received delivery care; among those who did not discuss it, 32% and 10%, respectively, received care.
Multivariate Analysis
To control for the confounding influence of the social, demographic and accessibility variables, we developed a series of multivariate logistic regression models to identify the independent associations between the indicators of women' s household position and the receipt of antenatal and delivery care. Similar models were used to identify associations between women' s education level and use of maternal health care.
•Household position and antenatal care. For each of the four indicators of women' s household position, we conducted a series of regression models assessing the odds of receipt of skilled antenatal care while controlling for different sets of confounding variables (Table 4) . Compared with women who were not involved in decision making on their own health care, those who were involved did not have significantly elevated odds of using antenatal care either before or after controls were added for potential confounders. However, after adjustment for all potential confounders, women who were involved in decision making regarding large purchases had significantly higher odds of receiving such care than did those who were not involved (odds ratio, 1.3).
Two sets of odds ratios were derived from the regression series for the indicator of women' s employment and control over earnings. Working women who had influence over how their earnings were used were significantly more likely to receive antenatal care than were those who worked but had no control over their earnings, before and after the effects of confounding variables were accounted for (odds ratios, 2.9 and 1.8, respectively). Nonworking women were also more likely to get such care than were workers with no influence over use of their earnings, though the odds (and the level of significance) declined sharply after adjustment for all potential confounders (1.5). When compared with nonworking women, those who worked and had influence were no more likely to have received skilled antenatal care (not shown).
The discussion of family planning also showed a consistently significant association with receipt of antenatal care. In the final model, the odds of receiving care were 41% higher among women who reported some discussion with their husbands than among those who reported none (1.4).
•Household position and delivery care. The relationships between the indicators of women' s household position and receipt of skilled delivery care were broadly similar to those between the indicators and antenatal care (Table 5) . Neither decision-making indicator was associated with receipt of skilled delivery care after we controlled for all confounders. Both workers who had some control over earnings and nonworkers had higher odds of receiving skilled delivery care than did women who worked but had no con- Clearly, women' s schooling has played an important role in their use of health care, but how it does so is a complex question. Compared with the unadjusted models in Table 6 , models that controlled for the discussion of family planning showed reduced odds ratios, particularly for the regression series that examined secondary schooling. This suggests that part of the effect of education operates via differences in communication patterns between partners. However, the large residual effects indicate that education acts through other factors as well. Though space limitations preclude detailed presentation of the results, it is important to highlight the role of the household financial situation in influencing women' s use of maternal health care. After controlling for all confounders, women of high socioeconomic status had odds of using antenatal care that were more than four times as high as those of women of low socioeconomic status, and their odds of using delivery care were more than three times as high (not shown). Furthermore, although the geographic accessibility of health care lost its significance after the effect of potential confounders was accounted for, the economic accessibility of health care retained its association with receipt of maternal care.
trol over their earnings (1.6 and 1.8, respectively). Discussion of family planning was found to be consistently associated with delivery care, with women who had discussed it with their husbands having 34% higher odds of receiving such care than those who had not once the effects of all potential confounders were accounted for.
These findings suggest that a woman' s receipt of skilled maternal health care may be related to her position within her household. However, the associations are not consistent across the indicators of household position, and they require careful interpretation. Furthermore, whatever effects are present are moderate. Several other variables, notably women' s education, household socioeconomic status, the economic accessibility of health care and urban-rural residence, showed far stronger associations with receipt of skilled care (not shown).
•Women' s education and maternal health care. Regression analysis of the associations between women' s education level and their receipt of skilled antenatal and delivery care yielded very strong findings (Table 6 ). Even in the models that controlled for all confounding variables, women with secondary or higher education had dramatically higher odds of using antenatal or delivery care than did women having no schooling or an incomplete primary education (5.6 and 5.1, respectively). Likewise, women with a primary school 
DISCUSSION
Many studies and policies have been based on the assumption that if women were more involved in household decision making and had more control over financial resources, they would be more likely to use health services and, hence, to have better health outcomes. However, results from this study reveal a more complex picture, showing diverse relationships between the outcomes of interest and the four indicators of women' s household position. Our findings help identify both the changes in women' s position needed to improve health care use and the usefulness of various empirical measures of their position. These results also identify the most important current barriers to the uptake of maternal health care services in Nepal. The uptake of skilled health care depends on both demand (which implies a perceived need and the recognition that available services are valuable and appropriate) and the ability to act on that demand. The gender relations in any particular setting will affect these factors. Other elements, largely unrelated to gender relations, may also exert a critical influence on demand and the ability to act. Furthermore, increases in the uptake of reproductive health services may occur in the absence of any significant change in women' s position, as shown by the rise in contraceptive use in northern India. 28 Differences between groups of women in their use of maternal health services may be further influenced by factors unrelated to differences in their household position.
Our analysis found a positive association between a woman' s discussion of family planning with her husband and the receipt of both antenatal and delivery care. This association could be explained by the fact that individuals who discuss family planning tend to be more open to modern ideas and therefore more likely to opt for skilled maternal health care. That is, the route of causation could be unrelated to intrahousehold gender relations. However, a plausible argument supported by recent qualitative work in Nepal 29 is that women who discuss family planning with their husbands also communicate more about other matters, reflecting a more open, egalitarian relationship. Communication between partners about contraception may also indicate greater male involvement in matters that are traditionally identified as belonging in the "female" realm and therefore potentially stigmatizing for men. Thus, at least part of the association may reflect improvements in household gender relations that are translated into increased use of maternal health care. It seems likely that such communication would largely operate by increasing the chance that women (or couples) would act on preexisting demand for care, although it may also act to create, or solidify, demand through the exchange of information and support.
In light of this association between communication and the use of skilled health care, it is striking that the decisionmaking variables showed such weak associations. We suggest that the formulation of the questions may offer a partial explanation. Survey questions asked about who has the "final say" in decisions, and though we combined responses of "myself alone" and "joint" decision making, it is likely that the emphasis on final decision making is inappropriate in the Nepali context. Because decisions regarding the management of pregnancy are within the domain of older female relatives, and because younger females tend to exert influence in subtle, nonconfrontational ways, it is possible that women who report being involved in final decision making are actually relatively isolated, unsupported individuals, and not autonomous agents who are able to garner the household resources to meet their own needs.
In our study, women' s employment did not translate clearly into greater use of maternal health care. Nepali women who work but have no control over the use of their earnings are the least likely to receive skilled antenatal or delivery care. This is not surprising, as most are from poor households and are working for the family' s survival. However, even after controlling for socioeconomic status, urban or rural residence and other confounders, women who work and have influence over their earnings are no more likely to receive skilled care during pregnancy or delivery than are women who do not work.
We expected that working women with influence over earnings would have greater influence over their health care than would nonworkers, and would also be exposed to knowledge and attitudes about modern health care at their workplaces, thus leading to higher use of skilled services via both increased demand and an increased ability to act on that demand. Perhaps working women experience time constraints that reduce their opportunities for receiving antenatal care. However, this would not explain why they are no more likely than other women to get skilled delivery care. Clearly, the relationship between employment and health care use is complex, and initiatives aimed at increasing employment opportunities may not generate the assumed benefits of either improved intrahousehold gender relations or greater health care utilization. We conclude that some dimensions of a Nepali woman' s household position, particularly the extent of communication with her husband, do positively affect her receipt of skilled maternal health care, but that the effects are small.
Another issue that we examined was the extent to which the current low levels of skilled maternal health care use in Nepal are explained by women' s weak household position. Our findings strongly suggest that factors other than household gender inequality are the main determinants of use at the present time. Household economic status, in particular, emerged as an important factor associated with use. Although this no doubt reflects the ability to pay for services, the fact that a significant association remains after controlling for geographic and economic accessibility, and for urban or rural residence, suggests that better-off socioeconomic groups differ from their poorer counterparts in more than just disposable income. It seems likely that an important aspect of this difference lies in their perceptions regarding the need for and value of skilled maternal health services. Recent research has noted that a major shift in attitudes and aspirations among better-off families in rural Pakistan played an decision-making processes play out and to how younger women can gain influence over those familial spheres that directly affect their well-being.
Conclusions
Despite the recent efforts of international organizations and women' s groups to raise the profile of maternal health as a key public health issue, this study shows a persistently grim situation for the women of Nepal. In the difficult context of debilitating structural adjustment policies and limited resources, the Safe Motherhood Initiative of the Nepal Ministry of Health has focused on the accessibility and availability of maternal health care by increasing the quality and quantity of trained health workers, and by ensuring the functioning of referral systems. 39 Although these are important measures, our findings indicate that such efforts will have greater impact if the sociocultural determinants of service uptake are also addressed.
This study, as well as other recent work in the region, 40 suggests that interventions to improve husband-wife communication and strengthen women' s influence within households are important efforts that deserve sustained support. Yet the large effect of women' s education on health care use highlights the need for programs that promote greater schooling for Nepali girls. In addition, this finding draws attention to the need to raise knowledge levels about and alter perceptions of the value of skilled maternal health care among both pregnant women and other key actors. Such shifts in perception will depend not only on changing how modern, preventive health care is viewed, but also on raising the value attached to women' s health. important role in their increased demand for antenatal care.
The very strong relationship between women' s education and use of maternal health care also suggests that the financial and geographic accessibility of services is not the only factor. This association draws our attention to how the broader gender system, operating beyond the household, may affect care. A number of routes of causation might explain this strong effect. Earlier work in South Asia has suggested that this association may be due at least in part to a fostering of new values and attitudes that are favorable to the use of modern health care. 30 Education may impart feelings of self-worth and self-confidence, which some have argued are more important in bringing about changes in health-related behavior than exposure to relevant information. 31 Schooling may also increase women' s receptivity to new health-related information. 32 One study found that even when women knew about their obstetric complications, many chose not to seek care because of the poor quality of care they expected to receive. 33 Greater education may reduce the power differential between providers and clients and lower women' s reluctance to seek care. 34 In addition to increasing the likelihood that women will value and desire skilled care, education may strengthen women' s ability to act on this demand. The results of our multivariate models suggest that the effect of education operates in part via increased discussion between husbands and wives. Research in Nepal and elsewhere in South Asia has indicated that women seek influence within their households in subtle ways, rather than by challenging established gender and age hierarchies. Chanana pointed out that younger, educated women have a greater capacity to use "the weapons of the weak," 35 while Basu described educated women as having hidden power to influence decisions "without rocking the boat." 36 Our own analysis reveals that a low percentage of even highly educated women were involved in decision making regarding their own health. In Nepal, decisions about the management of pregnancy and childbirth traditionally come under the authority of older women, especially the mother-in-law. 37 It seems likely that an educated woman would be able to use subtle means to influence her mother-in-law' s decisions and at the same time introduce the family to new ideas about the value of skilled health care. A more communicative marital relationship may also increase a woman' s influence within the household. 38 Much of this discussion is based on informed speculation and requires additional, in-depth research for support. However, it is clear that gender relations influence the use of maternal health care in diverse ways. Though spousal communication does seem to be important, other aspects of gender relations do not relate specifically to the husbandwife relationship. A focus on women' s autonomy and independence from her husband and family, which is predominant in much of the reproductive health literature, is inappropriate to this cultural setting and overlooks important dimensions of women' s experience. Greater attention should be directed to the ways in which intrahousehold 
